suMMARY We present the case of a rare hamartomatous condition of the small intestine clinically mimicking inflammatory bowel disease. Disorganised fascicles of smooth muscle derived from both musculares mucosae and propria, bundles of non-myelinated nerve fibres with groups of abnormal ganglion cells, and haemangiomatous vessels were present within the submucosa of a long segment of small intestine causing subacute obstruction.
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Case report A 51 year old Caucasian woman was admitted for explorative laparotomy with a three year history of intermittent lower abdominal pain and occasional episodes of vomiting. A firm, tender, mobile mass, 20 cm in diameter, was noted in the right abdomen. There was no significant past medical history. Small bowel barium studies showed dilated loops of intestine, with mucosal irregularity and apparent stricture formation (Fig. 1) .
At laparotomy a large 'inflammatory' mass involved the jejunum and proximal 80 cm of ileum.
Mesenteric lymphadenopathy was noted. Cryostat sections were carried out and these showed multiple non-caseating granulomata confined to the lymph node and variable degrees of patchy villous atrophy within the mucosa.
A 100 cm length of small bowel was thus resected for presumed Crohn's disease. Macroscopically this showed variable thickening of the bowel wall with luminal narrowing. Ectatic vessels were visible within the submucosa. The mucosa was oedematous and irregularly ulcerated with areas of classical cobblestone appearance (Fig. 2) .
Microscopic (Fig. 7) . Loose aggregates of giant ganglion cells were also seen (Fig. 8) McGovern in 19823 and these remain, to our knowledge, the only two reported cases. As in our case, both of these showed stenotic segments of bowel associated with mucosal ulceration and aberrant fascicles of muscle derived from the muscularis muscosae entering the submucosa, together with bundles of non-myelinated nerve fibres, scattered ganglion cells and abnormal blood vessels. In both cases the segments of affected bowel were shorter than 5 cm, one case having multiple such foci. In our patient the changes were strikingly diffuse throughout a much greater length of bowel.
No abnormalities of neuroendocrine cells were shown in either our case or the two previously described. In the former cases no abnormalities were noted within regional lymph nodes. Our case displayed mesenteric lymphadenopathy with noncaseating granulomata. There were no mucosal stigmata of Crohn's disease or tuberculosis and further investigation in search of acid fast bacilli proved negative. There were no clinical or radiological features of sarcoid and the resection specimen showed none of the changes of Whipple's disease. The 
